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Log In to the platform

DC 1 H EALTH DCE%EENL%E%&;QMOR
OF THE DISTRICT OF CO

GOVERNMENT

Enter your username and password.

DC | H EALTH Welcome to the Office of Health Facilities Portal
The Health Regulations and Licensing Administration (HRLA) promotes public safety by ensuring medical facilities maintain compliance with district mandates

and health codes

TestUser17

Login or Create an Account to;
Cl . k h L | b + Apply for a new medical facility license
| C t e Og n U tto n . a + Renew an existing medical fadility license
= Check the status of past applications
« Seek support related to interactions with this office

Forgot your password? Create New Account D health promotes health, wellness, and equity, across the Discirict, and protects the safety of residents, visitors and those doing business in our
Forgot username? nafion's Capital

QOur Responsibilities include identifying health risks; educating the public; preventing and controlling diseases, injuries and exposure to environmental
hazards; promoting effective community collaborations: and optimizing equitable access to community resources.

¢ TIP: If you don’t have an account click the
Create New Account link.

Sie

DC HEALTH
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Navigate to the New Application screen

DC|HEALTH B

Once you Log in to the Office of
Facilities Portal, click the New
Application tab.

DC HEALTH Home Mew Application | Application History ~ Support

Welcome to the Office of Facilities Portal

DC Health protects our citizens by ensuring proper licensure for various intermediate and healthcare facilities in the District of Columbia.

What's the status of my application?

DC HEALTH
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Select the Facilities New Application

o Select the Intermediate Care
Facilities for Individuals with
Intellectual Disabilities option from
the list.

e Click the Next button.
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Facilities Mew Application
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Select the Application Sub Type

MURIEL BOWSER, MAYOR

C HEALTH Home  New Application  Application History ~ Support

Select the Initial option from the

drop-down list. a
Pleaze Select Application Sulb Type:
’ nitia

Application for Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICFIID) Licensure

e Click the Next button.

DC HEALTH
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Accept Disclosure

Dl'FR'CT QF CLU“B'TA
MURIEL BOWSER, MAYOR

HEALTH Home  Mew Application A ion History  Support

Read the Disclosure text.

Disclosure
n accordance with DuC. Law 5-48, the Health-Care a
or group home for etarded personsz, and ann

property of th rnment and shall be returnad .t-:v-:hle Zl'ec.tar mme y upon any of the followir
a Click the Next button.

and prospective lice s must file am application prior to operating a CRF
for a 12-month period following the date of izzue and are not tranzferable and remain the
(ah Suspension or revacation of the lic
(b} Refusal to renew the license;
(c} Forfeiture consistent with § 31 ;or

id} If operation SCon y the voluntary action of the licens,

DC HEALTH
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Fill out the Facility Information

Facility Information

e Fill out all the required fields. il G

State

E:

Telephone Number

[ 780-863-0266

e Click the Save & Next button.

[ 123-046-540

|:| Mailing Address (if different from Street Address)

Website {if applicable

[ 62767-5000

Number of Beds

S ¢ TIP: If needed, select the Mailing Address
*  (if different from Street Address) check

box.
The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Licensee Information

The licensee is the legal entity who has the
ultimate responsibility and authority for
the conduct of the facility.

[ 0020

Business Owner Address:

Address

[94' Kling Terrace
e Fill out all the required fields. [jjf

Profit or Mon-Profit?

[ Mon-Profit

Business Type @

e Click the Save & Next button. (s

Have you pre:

Iz there any license application, Notice of Infraction or enfarcement action pending 2= a resuit of your o

business in the District of Columbia?

[ No

If e, provide explanation.

|

(D). TIP: If needed, use the Upload Files button
‘ ' to attach needed documentation.

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Principals/Officers Information

OC|/HEALTH Home  Mew Application  Application History  Suppert

<>

Middle Name Last Mame

Name the principals/officers of the licensee: (such as, CEO, President, VP, Secretary, Treasurer, Director)
Q Fill out all the required fields. )
Principal/Officer of the Licensee -1

First Name

[ mareus | [ e Hares | [ smes

Street Address

e Click the Save & Next button. [Comman

Telephone Mumber

’ 602-353-2735 ] [ your.email+fakedstad0390@gmail.com

Title

[ Product Configuration Strategist ]

[ Add more Principal (Officers?

4

: ¢ TIP: If needed, select the Add more
Principal/Officers? check box and complete

the fields with the required information.
The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Facility Staffing Information

e Fill out all the required fields.

e Click the Save & Next button.

Application History

Support

<>

“LTH Home  Mew Application

Residence Director:

Prefix

Fadility Staffing

Marme

’ Ms. or Mr=.

.
v ’ Shanny Mayer

Title

Highest Level of Education Completed

’ Investor Markets Consultant

Mame of Qualified Mental Retardation Professional (QMRP)

’ Chaz Smith

)

Director of Mursing

Other Professionals on Staff, if applicable

Primary Care Physician(s)

] [ Maudie Deckow

Licensed Practical Nurse(s)

Mame

Trained Medication Employee(s)

[ Abslarde Mayer

Live-In Staff

’ Noah Kertzmann

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Fill out the Insurance Coverage Information

Fill out all the required fields

Click the Save & Next button.

TIP: If needed, use the Upload Files button
to attach needed documentation.

The fields marked with * are mandatory and must be filled out to continue.
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Payment Selection

The Payable Amount depends on the
number of beds filled out in the Facility
Information screen.

o Check if Payable Amount is correct.

e Click the Save & Next button.

DC|HEALTH Home New Application Application History ~ Support

Payment Selection

Number of Bads : 440

n order your application to be proceszed, you must submit payment. Upon tranzaction approval, please click next to Certify & Submit.

e Payable Amount : $520.00 I

DC HEALTH
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Payment Wizar

Fill out the Billing Address and
Payment Info fields.

Click the Pay button.

DC/HEALTH Home  Mew Application  Application History  Support

“Application History” tab of the portal header later.

ease complete the payment for your application using the form below. Click “Pay”™ when you are done inputting your payment details. If you are unable to pay at this time, you may exit this saved draft and return to it in the

er your payment has processed, click “Next” below to certify and submit the application. Your application will not be reviewed until these steps have been completed.

Payment Wizard

Billing Address Payment Info

4104 FraneckiLodgs

[ Duncan Franecki l

1317 Stracke Key

3714 456353 08431 e

East Ernafurt

North Dakota

56442

Click the Next button at the bottom of this page to Certify & Submit the application.

DC HEALTH
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Payment Wizar

Once the Transaction is approved,
click the Next button.

Please complete the payment for your application using the form below. Click “Pay” when you are done inputting your payment details. If you are unable to pay at this time, you may exit this saved draft and retumn to it in the

“Application History” tab of the portal header later.

After your payment has processed, click “Next" below to certify and submit the application. Your application will not be reviewed until these steps have been completed.

Payment Wizard

Transaction approved

Click the Next button at the bottom of this page to Certify & Submit the application.

DC HEALTH
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Certify and Submit

Fill out the Name field.

e Click the Submit button.

ALTH Home  New Application  Application History  Support

Certify and Submit

By clicking the submit button below, you are acknowledging that you are providing information for an official record and that the information you are supplying is true. By submitting this information, you understand that

knowingly and willfully making a false statement on an official record may result in action against your license, registration, or certification and criminal penalties®. This information will be held confidential by the Department of

Health.

*(a) A person commits the offense of making false statements if that person willfully makes a false statement that is in fact material, in writing, directly or indirectly, to any instrumentality of the District of Columbia government,
under circumstances in which the statement could reasonably be expected to be relied upon as true; provided, that the writing indicates that the making of a false statement is punishable by criminal penalties or if that person
makes an affirmation by signing an entity filing or other document under Title 29 of the District of Columbia Official Code, knowing that the facts stated in the filing are not true in any material respect or if that person makes an

affirmation by signing a declaration under § 1-1061.13, knowing that the facts stated in the filing are not true in any material respect;

(b) Any person convicted of making false statements shall be fined not more than the amount set forth in § 22-3571.01 or imprisoned for not more than 180 days, or both. A violation of this section shall be prosecuted by the

Attorney General for the District of Columbia or one of the Attorney General's assistants.

By electronically entering my name on this form, | attest that all statements are true and accurate

Name

Damion Batz

Date

January 24, 2023

The fields marked with * are mandatory and must be filled out to continue.

DC HEALTH
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Close the Application

C/HEALTH Home  Mew Application  Application History ~ Support

Successful Submission

You have finished submitting your
a p p | I Catlo n . Cl |Ck th e Close b Utto n . You have successfully submitted your ICF application. Once review iz complete, you will be notified by our team. You may now hit the "Cloze” button or close your browser.

DC HEALTH
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E-mail Confirmation

DC_J __HEALT!-! Bz

MURIEL BOWSER, M

Thank you for your payment! You have payment for an on the Program of Facilities portal.
Transaction details:

Date and time: 10/31/2022 10:14 AM
Transaction ID: TRX-000212207

pplication Type: Intermediate Care Facility for
Amount paid:$520.00

Need support related to this payment? Submit your question to the help desk and reference Transaction ID TRX-000212207 in your request.

DC/HEALTH

G Check if you have received confirmation of payment.

DC|HEALTH g

Dear Dani Bianciotti,
You are receiving this email because we have received your application for Intermediate Care Facility for Individuals via the Facilities Portal. The Department of Health will review your application within 30 calendal

To check the continued status of your application log in to the portal: https://dohuat-doh.cs132.for Facilities.

Need support? Submit your question to the help desk

DC Health and Response
Program of Emergency Medical Services

DC|/HEALTH

a Check if you have received confirmation for your
application.

DC HEALTH
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Thank you!

DC HEALTH
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